deaths in resection of 70 dilated aortas (technically aneurysmal) found incidentally during arterial grafting. Volpetti and colleagues5 reported a mortality rate of 0.800 in 254 elective resections between 1968 and 1974. The risk to an individual patient may be assessed by analysis of his cardiac, respiratory, and renal functions.
The prognosis for untreated aneurysm is poor,2 hypertensive patients and those with large aneurysms having the worst prognosis. But even small aneurysms are not benign.6 They do rupture and must be regarded as potentially lethal. Greater awareness would help to reduce the mortality rate, for at present many patients die at home or in hospital before treatment can be given. The influence of age is difficult to assess in a given case. In itself it is no barrier to operation, but the mortality rate for major operations increases with age. When the patient with an aneurysm is elderly, the risk is justified only if there would be an appreciable gain in the expectation of life. The patient's quality of life should also be taken into account. Operation would rarely be justified in a blind and deaf 80-year-old patient or one confined to bed with severe rheumatoid disease, for in both cases the risks would be higher and the potential gain lower than in patients who were otherwise fit.
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Chymopapain, a proteolytic enzyme found in the latex of Carica papaya (the paw-paw), is able to break down the mucopolysaccharide-protein complexes in the substance of intervertebral discs. Injection of the enzyme into the nucleus of an intervertebral disc causes chemonucleolysis-the disc is "dissolved."
By 1974 several units had reported' satisfactory responses to chemonucleolysis with chymopapain in patients with lumbar disc prolapse causing sciatica. Confident claims were being made that the results of treatment were competitive with conventional surgery, but occasional severe anaphylactic reactions had also been reported. In 1976 Graham reported a trial2 comparing the results in 20 patients treated with injections of hydrocortisone into the disc with those in 20 treated with chymopapain, which greatly favoured the latter. At that stage two main types of study seemed to be needed: firstly, studies of large numbers of patients treated with chymopapain to confirm its safety and to define the factors important in selecting patients to receive it; and, secondly, a prospective randomised control trial to compare it more accurately with surgery.
Wiltse et a13 have published the largest series of patients treated with chemonucleolysis. The overall success rate in their 1200 patients was 750%; there were nine cases of anaphylaxis, 15 patients had a short-lived rash sometimes accompanied by a moderate drop in blood pressure, and 11 had delayed urticaria. These reactions were less common after the adoption of prophylactic measures. Three patients developed a foot drop, one of whom still had weakness when last seen. There was one case of "discitis" after the discography which precedes chemonucleolysis; no patients developed infections. Among the last 600 patients, who were given prophylactic measures, there were only two cases of anaphylaxis. More recently McCulloch4 described a personal prospective study of 480 patients with results ranging from 1 0% success when a psychogenic component was believed to be present to a 70%o success rate when the patient had classical symptoms and signs of disc herniation. One patient had an immediate severe anaphylactic reaction, three a delayed rash, one a non-pyogenic "discitis," and one an arachnoiditis thought to be due to myelography. These two studies have gone a long way towards establishing the safety of the method-especially in comparison with the risks of conventional surgery: in a series of 130 patients reviewed by Jackson5 four had retention of urine, three a wound haematoma, and one each wound infection and venous thrombosis. Although none occurred in this series major visceral and vascular injuries are recorded as well as nerve root injury, dural tears, and the complications inevitable from any major operation under general anaesthetic.
At 
Iconoclasm in acne
Many of our old ideas about acne are now being lowered into their graves. Sometimes they are dropped in quickly, as when the pigment in blackheads was shown to be melanin (and not the previously favoured dirt or oxidised sebum) by the simple expedient of someone noticing that the comedones of albinos are not pigmented.' At other times there is more of a struggle. For example, the deep-rooted idea that eating chocolate worsens acne vulgaris seemed dead after the report that the acne of 65 patients was not worsened by consuming chocolate bars in large quantities,2 but it revived a little when the recent problem of severe acne in Canadian Eskimo teenagers was attributed to changing from a hunting to a town-based way of life-and the associated chocolate addiction.3
One of those feeding chocolate to patients with acne was A M Kligman of Philadelphia, a man who has smashed more icons in acne, and in better style, than any other worker. Who else would have challenged the use of sulphur in acne? His startling finding4 that this traditional remedy actually can provoke the very comedones from which the inflammatory lesions spring shook the dermatological world. Later5 he found that soap and detergent solutions-part of most acne regimens-could also, if used excessively, cause acne. He has shown that many acneiform eruptions are due to local factors such as mechanical pressure,6 cosmetics, and pomades.8 He has even delineated a type of acne that becomes worse in the summer.9 Kligman was among those who noted that topical steroids could induce acne, and systemic corticosteroid therapy is known to have the same effect. Paradoxically, however, there have been recent reports of a severe type of acne which responds dramatically to systemic steroids but defies long-term antibiotics."' 11 This "acne fulminans" is a rare disorder affecting teenage boys, who show inflamed, tender, ulcerative and crusting lesions of the upper trunk and face, without the large numbers of cysts seen in conglobate acne. The condition starts suddenly and is characterised by fever, leucocytosis, and a raised sedimentation rate. Half of the patients have inflammation of several joints.12 The pathogenesis of the condition remains obscure: an immunological basis is possible, though this has defied proof.
Indeed, so far immunological studies of acne have proved unrewarding. Nevertheless, Shuster's thoughts were running along immunological lines when he turned acne4 back to front again with his idea that it might be so common because it is biologically useful.11 Acne lesions contain large numbers of Corynebacterium acnes organisms, ran the argument; the adjuvant properties of the corynebacterium group are well known; possibly the organisms in acne lesions confer a selective advantage by enhancing the abilitv to develop delayed immune hypersensitivity. This attractive theory raises other possibilities: for example, is treating acne harmful immunologically ? Perhaps the remaining acne icons should now take cover.
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Inquest on extravagance
The extraordinary saga of Liverpool's new teaching hospital' continues. In its most recent report the Committee of Public Accounts2 has once again returned to this financial horror story of rapidly rising costs and unexpected bills. When work started in 1968 the new hospital was expected to cost [11 800 000 and to be open by the spring of 1974. But the latest estimate given by the Department of Health and Social Security to the committee is that the cost will be over J54m and the hospital will not be completed much before the end of 1978. Even allowing for inflation the bill for the new hospital will have doubled in terms of the real resources invested in the building. At a time when the NHS has cut right back on its construction programme the inquest on this scandalous failure to control costs is of more than local interest: it raises some general questions about the way in which scarce resources are being used and about the policies of the DHSS.
Many of the problems at Liverpool-as is clear from the report of the Public Accounts Committee-were local and specific. The Board of Governors which planned the hospital and placed the original contract lacked staff with relevant experience. The building firm responsible for the work collapsed, and a new contractor had to be found. There was a history of bad industrial relations on Merseyside: productivity was poor and strikes were frequent. But these factors only help to explain-though they do not justify-the rise in costs up to 1976, when the Committee of Public Accounts last looked at the Liverpool Teaching Hospital. At that stage the estimated bill was a mere L41 million. Now there has been a further rise to /54m, and the committee's latest report raises some new questions.
The main reason for the latest rise is the cost-put at 1 Im -"of making the building safe against fires by current standards," in the words of the DHSS memorandum to the committee. In particular, the podium roof of the tower block is now considered to pose an unacceptable risk and therefore is being expensively modified. Not surprisingly, the committee proclaims its "outrage" that such a state of affairs should have been allowed to develop. But there is a further question which perhaps ought to be raised: whether the DHSS may not be giving an excessive degree of priority to expenditure on fire precautions.
To ask this question is not to suggest that staff and patients should be exposed to fire hazards, but to ask whether the level of expenditure accurately reflects the degree of risk. In its evidence to the committee the DHSS pointed out that "statistically speaking, a person is significantly less likely to die from fire in a hospital during a given period than he would in the same period at home, and the risk in an hotel is 15 times as great." Moreover, against the risk from fire there must surely be set the opportunities for actually preventing deaths by spending the equivalent millions on improving medical care. It is an extremely difficult calculation and one which raises sensitive issues, but it is far from clear that the DHSS has struck the right balance.
The report of the Public Accounts Committee highlights yet another problem. The decision to continue with the construction of Liverpool Teaching Hospital (and to incur new costs equivalent to the bill for two small hospitals) can be justified only if the new building is fully used, once open. That will mean closing old hospitals and redeploying staff in order to free the required resources, as the DHSS emphasised to the committee. But on recent history it is difficult to be optimistic on this score: in Liverpool, as described in detail recently,' there is trade union resistance to be overcome among other factors inhibiting change. The Public Accounts Committee might therefore do well to investigate the experience of other new hospital projects and the problems that have been encountered in making them fully operational. It is no use financing the construction of new buildings without also creating conditions in which they can be used, and the committee would serve the NHS well if it could identify the DHSS's responsibilities.
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